The causes of early or 30-day mortality after LT are varied and should be classified into three categories: donor factors, recipient factors, and operative factors ( Table 1 ). The particular type of LT, either deceased donor or living related donor, also has some impact on early mortality. In terms of donor factors, poor-quality or so-called marginal grafts from deceased donors, grafts that are small in size, and partial grafts with a complicated anatomy from live donors seem to cause primary nonfunction or severe dysfunction of the implanted graft, which then leads to graft failure and patient death. ABOincompatible grafts also show a higher rate of graft failure. In terms of recipient factors, recipients in poor vascular conditiondsuch as having a poor quality of hepatic artery, reverse portal flow with expanded portosystemic shunting, or a small or sclerotic portal veindpose substantial challenges to surgeons. Some transplant centers will abandon LT as a treatment for these patients. In addition to the vascular condition of the recipient, the severity of the recipient's illness prior to LT also influences the surgical outcome. Some patients are too ill to benefit from an LT. Under such circumstances, it is very difficult for surgeons and family to decide as to whether such a patient, who is extremely ill even under full medical support, should even have an LT. In terms of operative factors, massive intraoperative blood loss and technical failures, such as hepatic artery thrombosis, portal vein thrombosis, and hepatic vein thrombosis, are all well-documented prognostic factors with respect to early mortality. 7, 8 If the severity of a recipient's clinical illness is considered, the absolute contraindications with respect to LT for an aggressive transplant team are fewdonly brain death, severe hypoxemia under ventilation, and severe hypotension under vasopressors are absolute contraindications. 9 Nevertheless, there are a number of relative contraindications indicating that the risk of LT early mortality is elevated when recipients have these conditions. However, under such circumstances, whether LT is completed or not is highly dependent on the attitude of the family, available hospital resources, and the LT policy of both the country and the transplant team itself. Ranking high on the list of relative contraindications are high-grade encephalopathy, septicemia with stable vital signs but not under appropriate medical control, poor cardiac function, severe hepatopulmonary syndrome, and severe pulmonary hypertension. Table 1 The preoperative and operative causes of early mortality after liver transplantation. In the article by Youn et al, 11 the study analyzed the patients in order to identify pretransplant factors that predict early LT mortality. The authors divided their patients into two groups: a deceased donor group (DDLT) and a living donor group (LDLT). They concluded that severe hepatic encephalopathy (grade 3) in the DDLT and an abnormal serum creatinine level in the LDLT were the significant pretransplant variables related to early death after LT. In reality, the allocation system for deceased donor livers is largely dependent on the health status severity of the recipients, and therefore the mortality rate for the DDLT group was much higher than that for the LDLT group. A particularly high mortality rate was noted when fulminant hepatic failure was present, which is almost always associated with severe hepatic encephalopathy. When the LDLT patient characteristics were examined, the serum creatinine level of these patients was not particularly high (mean AE SD, 1.0 AE 0.5). The appropriate cutoff value for the serum creatinine level and how such a value is decided were not well described in this article. Under such circumstances, practitioners should be very careful not to overinterpret the findings from this study.
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